Murray. By the way, who fills in these details on the case sheet? Is it the sister, the staff nurse or the probationer? It must be quite a problem to obtain accurate information from a seriously ill patient. I should advise you to conduct the search by car, but leave the car in the main road and enter the 5 small streets on foot. The car will be safer in a main thoroughfare. Having arrived at the proper address, several things can happen.
(a) The patient is living in the house but has neglected to reply to the hospital letter. It is now quite easy to make contact. (b) The new occupant of the house can give you the address of your patient or can give you the details of the death. (c) You are directed to the oldest inhabitant in the street, usually a woman, and she can give you a clue. Some of the people have risen in the social world, but they move outwards along the same radius. Given the proper address, the country work can be done by letter, but even if there is a new tenant, a clue may be obtained.
Here was a difficult case-a young woman had married after the operation, left her occupation, changed her name and changed her address. Application to the original business produced the name of a relative in Lambeg-a sister-who directed us to a friend in Derriaghy who gave the final address as Stoneyford.
In the country we rely on the local shop, the police barracks or the post office: all of these are very helpful.
As a rule, the reception is quite friendly once they realise what it is all about. In 1953 I visited in a small back street off the Dublin Road with reference to a joiner (69 in 1924) who had a gastro-enterostomy. A sad-looking woman came to the door and admitted that this was where my patient had lived. I asked, "Are you his daughter?" "No, I am the grand-daughter, and what do you want?" "I am making some enquiries about him." "Are you not a bit late making your enquiries, as he died in 1931 ?" Some patients at first deny that they have ever had an operation.
AETIOLOGY. Having successfully traced a living patient many years after an operation, there is enthusiasm and interest in discussing the question of history. Histories before operation are usually recorded by resident pupils and obtained from an individual who is more concerned with a severe abdominal pain or with the anxiety of the outcome of a serious operation. If the whole operating business is over and done with, and patient and examiner have all the time in the world, full justice can be done to aetiology. As this would appear to be the most important part of gastroduodenal disease, one had hopes that some clues might be forthcoming. Certainly we can record some facts, but whether a statistician would agree with our conclusions is another matter.
Hereditary.-In 248 traced cases only 12 suggested hereditary influence, but in these cases it was quite marked. Take, for example, a family of six boys, five of whom had stomach trouble, and another family of a father, two daughters and two sons, all of whom had stomach trouble (the two girls perforated and one boy had a gastro-enterostomy), the father had married his cousin, had stomach trouble all his life, successfully escaped operation (relative's statement), lived to be over 80, and died of angina pectoris. What is the weakness that is inherited? Is it some anatomical peculiarity or some secretory defect or psycho-somatic weakness or gross neglect in the household of all the ordinary rules of diet controlling selection and preparation of food, the time of meals and suitable surrounding amenities. Being an anatomist of sorts, I am inclined to look for some naked-eye deformitv, and I have noted that in 16 of the traced cases the pylorus was abnormally narrow. In 10 of these there was merely a narrow pylorus which could be treated by pyloroplasty, and in five the narrow pylorus was accompanied by one or more lesser curve ulcers requiring a gastrectomy. The sixteenth case was a muscular thickening of the pyloric canal and was dealt with by a gastroenterostomy.
Occuipation.-Some patients trace their indigestion to occupation, and in certain cases surgical experience would suggest that the occupation might be a factor. At the head of the list come the workers subjected to irritating or unpleasant fumes, e.g., petrol, whiskey, bleaching, aluminium, ropeworks, sewage disposal, tobacco dust, and, in one case, looking after a horse suffering from Decline of the Bowel. These include 16 cases in all. In other groups there were 6 painters, 8 joiners, 5 tram or busmen, 4 barmen, 4 dustmen, and 3 policemen.
Pulmonary tuberculosis.-Surgeons are well aware of the danger of doing a gastric operation on one with pulmonary tuberculosis and avoid these cases where possible. The difficulty is that a case may present with an obstructing duodenal ulcer and pulmonary tuberculosis. The physician is handicapped by the defective digestive system and a successful gastro-enterostomy may solve the problem, but the risk of early death is considerable. Another interesting point arises in this connection, and that is the appearance of pulmonary tuberculosis 5, 10, 15 or 20 years after a gastric operation. Is this to be claimed as a penalty or merely as an unconnected incident?
Pulmonary tuberculosis was a feature in ten of the cases, and six of these died within a few years of the operation (2 months, 2, 5, 7, 7 and 11 years). Four are living and well 15 to 24 years after operation.
Cardio-vascular.-It is not uncommon to find the gastric cripple dying of some cardio-vascular condition such as coronary thrombosis, a stroke or hardening of the arteries, but it has been suggested recently (Elkeles. B.M.J., Nov. 21, 1953) that atheroma of the arteries may be a cause of gastric ulcer in elderly people. One of my patients began work as an apprentice baker and blames his first dyspepsia on hot soda farls, fresh from the oven, made into a sandwich with brown sugar. Another patient and his relatives are quite satisfied that the care of a very smelly horse suffering from decline of the bowel was the start of his ulcer.
PENALTIES OF GASTRIC OPERATIONS. Sir Heneage Ogilvie, B.M.J., August 9, 1952: "The only safe course is to advise gastrectomy in all gastric ulcers that are not rapidly and permanently healed by rest and diet. We can do this without hesitation because we know that the patient will live happily ever afterwards."
Recent broadcast on duodenal ulcer-Physician: "The patient must learn to live with his ulcer and keep it in subjection. If he is not prepared to do this, he must pay the penalty of an operation." Surgeon: "There is no penalty and no restrictions after operation. Ninety per cent. are cures and can lead an ordinary life. " You have the list before you of the possible sequelae in my cases, and it is a formidable one. Many of these faults appeared ten to twenty-two years after '3peration and would not have been included in a short-term follow-up, and whilst some are without doubt connected with the original disease, such as pain, vomiting, haemorrhage, cancer, nausea, marked limitation of diet, and perforation, others, such as arthritis, cardiovascular conditions and pulmonary tuberculosis are debateable.
Only 22 of the 69 gastrectomies can be placed in Group I, and the reinaining 47 produced 57 of the possible sequele, some cases accounting for one or more conditions. Sixty-four of the 116 gastro-enterostomies attained Group I standard and the remaining 52 accounted for 56 sequelae. The delayed appearance table shows the danger of relying on a five. or ten-year follow-up.
THE GASTRIC CRIPPLE.
Anyone who has undergone a stomach operation requires to exercise more discretion in habits than the normal individual if he or she is to avoid one or more of the sequelae already described. Here are a few cases illustrating this statement.
Case 117.-A pqliceman, aged 26 in 1932, admitted as an acute abdomen. At operation a duodenal perforation was closed and a long appendix, full of faeces, removed. Hunger pain persisted for eight years, and his weight had diminished from 10 stone to 9 stone. He then gave up smoking, which meant 200 cigarettes and a quarter of an ounce of pipe tobacco a week. Following this courageous act, his weight gradually increased and is now 16 stone, and his indigestion is limited to evening duty (one month in four).
PERFORATION.
I regret that the numbers of perforation are so small in the communication, but it so happened that when I was a registrar the perforations were all done by the assistant surgeons and when, after some years I became an assistant surgeon, my senior called upon the registrar to do the perforations. Finally, as a full surgeon, I was expected to permit my tutor to close the perforations, and right well he did it, as he only had twenty of them and they all survived the closure operation.
Fifty years ago the mortality attending this operation was around 50 per cent., and it has been stated that the great Continental surgeon, Mikulicz, had 35 deaths in 36 cases. Well, we were doing better surgery in Belfast at that time as Surgeon Kirk, one of the pioneers of Ulster surgery, published a series of ten consecutive cases without a death. Furthermore, he was the first man to remove a gall bladder in this school. Prior to this, the Ulster surgeons had been content to remove gallstones.
Vassalloo PYLOROPLASTY. Twenty-three cases, 14 of which have been traced. The operation mortality was nil, and the grouping of the traced cases was:-Group 1  ---5  Group 3  ---3  Group 2   --6 Group 4 ---0 This operation should be considered where the patient complains of attacks of pain and vomiting, the X-ray shows some gastric retention, and on opening the abdomen the surgeon finds a non-cicatricial narrowing of the pylorus and no other pathological condition. This finding was noted at all ages from 20 to 66 years of age.
It is a safe operation with few penalties and some excellent results.
Case 47.-A girl, aged 20 in 1927. Vomiting attacks in childhood; recently pain 15 minutes after food; one attack of melJena; weight had decreased from 7 stone 11 lb.
to 5 stone 11 lb. X-ray showed retention.
Operation-pyloric canal in state of spasm for 20 minutes and was hard and white.
Finally, the spasm passed off. Pyloroplasty performed. Follow-up in 1953. Twenty-six years after operation. Now weighs 13 stone. No stomach symptoms since the operation. Is under treatment for diabetes mellitus, but leads an active normal life.
Three of the 14 traced cases are now dead. One at 79 of a stroke, one at 70 of a stroke, and a third at the age of 47 of cancer of the stomach. Two of the remaining cases were operated upon by other surgeons and gastro-enterostomy performed. The list consists of 9 females and 5 males.
GASTRO-ENTEROSTOMY.
XVhen I entered the field of surgery 45 years ago the technique of the operation was stabilised-a posterior retrocolic gastro-enterostomy with a 2j-inch vertical stoma, in the same sagittal plane as the incisura angularis and avoiding the great curvature vessels. The afferent limb of the jejunum joined the stomach near the lesser curve, and the efferent limb of the jejunum descended vertically from the great curvature.
The problem to-day is not how to do the operation but when to do it. Being interested in radiography, most of my cases were selected for operation by the presence of seven-hour gastric retention. Having opened such an abdomen, a gastro-duodenal search might reveal a pathological condition, but if this were negative then one examined for adhesions, gallstones, kinked appendix or colon stricture. One of the most marked cases of visible peristalsis of the stomach was produced by a simple stricture of the ascending colon.
All my surgical life I have been doing gastro-enterostomies and obtaining, I thoug,ht, quite satisfactory results. Recently so many attacks have been made on this operation that I began to wonder: "Am I living in fools' paradise?"' Hence 10 In forty-nine of the traced cases the result might be said to be satisfactory and the patients admitted great improvement in spite of the fact that a number of them were experiencing the penalties which may be demanded. Apart from adopting medical treatment for the small gastric ulcer or pyloroplasty for the small gastric ulcer combined with a narrow pylorus, gastrectomy would appear to be the correct procedure in the case of a medium or large gastric ulcer. At the same time some quite good long-term results have been obtained in the treatment of a high hour glass by anastomosing the two pouches and draining the lower pouch by a gastro-enterostomy.
A comparison of the long-term, results between gastro-enterostomy and gastrectomy where the gastro-enterostomty was performed for the relief of duodenal ulicer and the gastrectomy for the relief of gastric ulcer.
All the cases were operated upon in the period 1923 to 1931 and by the same surgeon. The technique of the gastro-enterostomy has already been described in this paper whilst the gastrectomy was Bilroth 2 type-removal of one-half or twothirds or three-quarters of the stomach, and retrocolic end to side gastrojejunostomy with a three-inch stoma. In four of the cases an antecolic operation was used owing to absence or shortness of the transverse mescolon, and in these cases the efferent limb of the jejunum was attached to the lesser curve of the stomach. In one case the pyloric canal was left in situ, but in the others the pylorus was included in the part of the stomach removed.
LONG-TERM FOLLOW-UP The chronic dyspeptic might be placed in one of five classes.
(a) Medical treatment only.
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(b) Some extra-gastric operation required, such as adhesions, gall bladder, appendix or colon stricture. (c) Pyloroplasty for congenital narrowing of the pylorus or after excision of a small duodenal ulcer. (d) Gastro-enterostomy for duodenal ulcer, avoiding the young male, the case of pulmonary tuberculosis, and the chronic alcoholic. Most suitable for duodenal obstruction in the middle-aged and elderly. (e) Removal of half or two-thirds or three-fourths of the stomach for mediumsized or large ulcers and for carcinoma. I have no personal experience of gastrectomy for duodenal ulcer, but I would draw your attention to the long-term follow-up table, where there is a comparison between gastro-enterostomy (for duodenal ulcer) and gastrectomy (for gastric ulcer). These are all the cases done in the period 19234l931 by one surgeon, and gastro-enterostomy gives much better results in the category Group I and in those alive. Six of the gastro-enterostomies lived beyond the age of 80 and two of these are still alive, one aged 82 (plays bowls and can do a double knee bend) and the other 87 (a retired blacksmith). I have encountered five jejuno-colic fiistuke and one jejunal perforation. Two of the fistuke did quite well by separating the two bowel limbs and closing the two apertures, but the other two fistulae both died following a more extensive operation. The jejunal perforation is still alive, following simple closure.
The delayed appearance of complications and sequeke which appeared ten to twenty-two years after the operation has been disclosed by the research. Such cases in a short-term follow-up would have been graded as Group I results. They include gastric symptoms, pulmonary tuberculosis, cardio-vascular lesions, and cancer. Cancer appeared at varying-times after operation in twelve cases, and the situations were-stomach five times, colon five times, and cesophagus twice.
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